SUMMARY Predominant interstitial nephritis is a rare manifestation of systemic lupus erythematosus. Only seven cases have been reported in the literature. Owing to the rarity of this entity, the natural history of predominant interstitial nephritis in lupus has not been adequately recorded and an appropriate therapeutic approach has yet to be defined. In 
Tubulointerstitial involvement of the kidneys is a well recognised feature of lupus nephritis, occurring in 66% of kidney biopsy specimens of patients with systemic lupus erythematosus.' This extraglomerular disease occurs mainly in patients with proliferative and membranous lupus nephritis.' Therefore, the clinical significance of the renal interstitial disease is invariably obscured by the concomitant glomerular damage. The occurrence in patients with systemic lupus erythematosus of predominant interstitial inflammation with minimal glomerular involvement is rare, and only seven cases have been reported. Most of these patients presented with acute renal failure,2 5 and two patients had chronic renal disease.6 7 In this report we present the natural history over a three year period of predominant interstitial nephritis in a 25 year old woman with systemic lupus erythematosus and review the other reported cases.
Case report A 25 year old woman was admitted to our hospital in Accepted for publication 25 A plain film of the abdomen did not show nephrocalcinosis. Ultrasound examination of both kidneys showed them to be of normal size and configuration without deformations, cysts, or calculi. A diagnosis of systemic lupus erythematosus was established and a percutaneous renal biopsy was performed, which showed predominant interstitial nephritis (to be detailed below).
The patient was later discharged without any treatment.
Results

RENAL HISTOPATHOLOGY
Light microscopy The kidney biopsy specimen contained seven glomeruli. Of these, one had periglomerular fibrosis and one was sclerotic. The other glomeruli showed a minimal increase of mesangial cells without thickening of the capillary walls ( Fig. 1 ). During the past three years the patient's treatment has consisted of potassium and bicarbonate supplements for the renal tubular acidosis and hypokalaemia and occasional treatment with nonsteroidal anti-inflammatory agents for joint pain and pleurisy. Her functional capacity has remained satisfactory with a reasonably good quality of life.
Discussion
We have presented a patient who had clinical and laboratory features of active 6LE,X but the association of renal failure with predominant tubulointerstitial damage warrants explanation. There was no history of renal dysfunction before admission, nor was there evidence of hypercalcaemia, hyperuricaemia. Sjogren group.bmj.com on June 19, 2017 -Published by http://ard.bmj.com/ Downloaded from 622 Gur, Kopolovic, Gross drugs (e.g., non-steroidal anti-inflammatory agents). The finding of a sclerotic glomerulus in the renal biopsy specimen, however, indicated previous renal damage, and although acute interstitial nephritis related to the viral infection with which she presented cannot be excluded, it seems unlikely. Furthermore, the mononuclear cell interstitial infiltration and the positive immunofluorescent findings along the tubular basement membrane and Bowman's capsule are in accordance with interstitial lupus nephritis,9 IgG was not found together with C3 along the tubular basement membrane in our case, but deposits of C3 alone have been demonstrated in kidney biopsy specimens of lupus nephritis with tubulointerstitial involvement.9 Moreover, the association of renal tubular acidosis with lupus nephritis, as in our patient, is a frequent finding,"' which suggests lupus renal involvement in our case. It is possible that the tubular damage was not caused by deposits of immune complexes, but rather by cell mediated injury. Although the mononuclear cell infiltrates have not been functionally characterised in SLE, morphologically similar cell populations in other types of interstitial nephritis have been identified as activated T cells." We therefore assume that this young woman had a rare manifestation of lupus renal disease-predominant interstitial nephritis.
Tubulointerstitial involvement is now a well known feature of lupus nephritis.' 9 Interstitial inflammation is found in 66% of lupus nephritis biopsy specimens.' A higher degree of interstitial inflammation is associated with more severe renal insufficiency'2 and with advanced forms of lupus nephritis, mainly diffuse proliferative glomerulonephritis. ' The patient we have presented here was distinguished by a chronic course of interstitial lupus nephritis, renal tubular acidosis, and chronic renal failure. Considering the limited information on this rare manifestation of lupus nephritis, we decided not to treat her with corticosteroids, and thus were able to follow the natural history of predominant tubulointerstitial lupus nephritis in this patient for more than three years. In spite of her active lupus, manifested by exacerbations of arthritis, rash.
pleuritis, and fever, and by high dsDNA binding and low C3 and CHs, levels, her renal function has remained stable and may in fact be improving, and thus she presents a relatively benign course, being spared the complications of corticosteroids and immunosuppressive therapy. It is probably prudent to observe such cases and only in the event of renal function deterioration consider immunosuppressive therapy.
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